Macroscopically, the proximal airways were widely dilated and contained sausage-like masses of inspissated material. Smaller airways were dilated and surrounded by scar tissue; distally bronchopneumonia appeared to be present. Microscopically the plugs of material within bronchi consisted of aggregates of cellular debris, eosinophilic material, and large numbers of Charcot-Leyden crystals. Viable eosinophils were adjacent to the cellular debris. Stains for fungi showed scanty septate hyphae compatible with an Aspergillus species. The large airways were partly lined with hyperplastic epithelium and by granulation tissue. The more distal airways were lined by scar tissue, the inner aspect of which showed a fibrillary fibrinoid necrosis. Eosinophils were frequent in the walls of proximal airways and in collapsed fibrosed parenchyma around the distal airways. Occasional multinucleate giant cells and histiocytes were seen in relation to the eosinophilic necrosis of Address for reprint requests: Dr MD Clee,
trice granulomatosis in British reports is a personal communication from Hinson.' We present a case of bronchocentric granulomatosis in a British woman who had never travelled abroad.
Case report
In 1974 a pre-employment chest radiograph showed an irregular shadow in the right upper lobe of a 36-year-old woman (fig) . She had had asthma since childhood but had been symptom free for seven years. She smoked 20 cigarettes per day. On auscultation a persistent rhonchus was audible over the right upper lobe. The results of investigations are shown in the table. Rigid bronchoscopy showed a plaque in the right-upper-lobe bronchus inaccessible to biopsy. At thoracotomy the right upper lobe was resected.
Macroscopically, the proximal airways were widely dilated and contained sausage-like masses of inspissated material. Smaller airways were dilated and surrounded by scar tissue; distally bronchopneumonia appeared to be present. Microscopically the plugs of material within bronchi consisted of aggregates of cellular debris, eosinophilic material, and large numbers of Charcot-Leyden crystals. Viable eosinophils were adjacent to the cellular debris. Stains for fungi showed scanty septate hyphae compatible with an Aspergillus species. The large airways were partly lined with hyperplastic epithelium and by granulation tissue. The more distal airways were lined by scar tissue, the inner aspect of which showed a fibrillary fibrinoid necrosis. Eosinophils were frequent in the walls of proximal airways and in collapsed fibrosed parenchyma around the distal airways. Occasional multinucleate giant cells and histiocytes were seen in relation to the eosinophilic necrosis of Chest radiograph showing muldlobularpattern (also seen in the lateral view), the characteristic "gloved fingers" appearance ofmucoid impacton.6 distal airways, but there was no acute inflammation. No true granulomas were seen and no tubercle bacilli identified. A pathological diagnosis of bronchocentric granulomatosis was made.
The patient was lost to follow-up, but was referred again in 1977 with increasing wheeze, dyspnoea, and productive cough. She had signs, confirmed radiologically, of collapse of the remaining right lung. Results of investigations are shown in the table. At bronchoscopy the right bronchial tree contained tenacious mucus with considerable mucosal oedema and distortion and narrowing of the lumen. The left side was normal. Bronchial biopsy specimens showed extensive infiltration by eosinophils and lymphocytes. Cytological and bacteriological investigations, including cultures for fungi, gave negative results. She later coughed up plugs, which she discarded.
There was little progress until the patient started prednisolone 20 mg daily, when rapid re-expansion of the lung occurred. The dose of prednisolone was reduced gradually. Bronchoscopy five months later showed improvement in the gross appearances of the right bronchial tree and at 947 variants-the eosinophil-predominant granuloma of asthmatic patients, in which fungal hyphae may be identified, when a hypersensitivity reaction to fungi is suggested;4 and the polymorphonuclear-leucocyte-predominant granuloma of non-asthmatic patients, when no fungi are found and the aetiology is uncertain.2 The resected specimen in our patient showed mucoid impaction and bronchocentric granulomatosis of the asthmatic type. While bronchocentric granulomatosis has no definitive clinical, radiological, or immunological features, the diagnosis depending on the pathological findings from biopsy specimens or resected material, this does not explain the dearth of cases reported from Britain, where the incidence of allergic bronchopulmonary aspergillosis is higher than in the United States, where most cases of bronchocentric granulomatosis have been described.
The second episode of collapse and consolidation of the remaining right lung with no bronchoscopic evidence of proximal obstruction, its clearance with steroids, and the recurrence of linear and nodular opactities when steroids were reduced are compatible with the further progression of bronchocentric granulomatosis in lungs that were apparently normal at the time of resection. Usually surgical resection, with or without a short course of steroids, is curative.249 In this case, however, long-term corticosteroids were required to prevent progression of the disease.
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